
Case Report
Abdominal Pregnancy in the Small Intestine Presenting as Acute
Massive Lower Gastrointestinal Hemorrhage

Apiradee Pichaichanlert,1 Vor Luvira,1 and Nakhon Tipsunthonsak2

1Department of Surgery, Faculty of Medicine, Khon Kaen University, Khon Kaen, �ailand
2Surgery Unit, Khon Kaen Hospital, Khon Kaen, �ailand

Correspondence should be addressed to Vor Luvira; vor_110@yahoo.com

Received 13 July 2017; Revised 20 October 2017; Accepted 2 November 2017; Published 29 November 2017

Academic Editor: Dimitrios Mantas

Copyright © 2017 Apiradee Pichaichanlert et al. +is is an open access article distributed under the Creative Commons
Attribution License, which permits unrestricted use, distribution, and reproduction in anymedium, provided the original work is
properly cited.

An abdominal pregnancy is an ectopic pregnancy in which the implantation site occurs in the abdominal cavity outside the female
reproductive organs. +ere have been four reported cases that ruptured into the gastrointestinal tract and into the large intestine.
We present the 1rst case of an abdominal pregnancy rupturing into the small intestine with a good outcome.

1. Introduction

Acute lower gastrointestinal hemorrhage (LGIH) is de1ned
as the onset of hematochezia, originating from either the
colon or rectum. +e most common causes of acute severe
LGIH include diverticulosis, angioectasia, postpolypectomy
bleeding, and ischemic colitis [1]. Ectopic pregnancy refers
to the implantation of an embryo outside the uterus and is
classi1ed into two major types, according to the location of
the implant—viz., a tubal or a nontubal pregnancy.+emost
common type of ectopic pregnancy (95%) is the tubal, which
includes all parts of the fallopian tube (i.e., the 1mbria,
ampulla, isthmus, and cornual or interstitial part). An ab-
dominal pregnancy is a nontubal pregnancy in which the
implantation site occurs in the abdominal cavity and has
a very low incidence (1%) [2]. Massive rectal bleeding is an
unusual complication of ectopic pregnancy and carries with
it a high mortality rate. We reviewed all cases of ectopic
pregnancy that presented with LGIH [3–15] (Table 1) and
only four of these were abdominal pregnancies.

For all reported cases of abdominal pregnancy pre-
senting with lower GI bleeding, the gestational sac ruptured
into the large intestine (colon or rectum). Herein, we present
a case of an abdominal pregnancy in which the gestational
sac ruptured into the small intestine and presented as severe
hematochezia.

2. Case Presentation

A 32-year-old woman sought care at a provincial hospital after
passing loose and dark stool about 10 times in a single day. She
had been healthy until the diarrhea occurred andwas not taking
any medications. Her past medical history was unremarkable,
except that she had undergone tubal surgery for pelvic in-
Eammatory disease three years priorly. She had one child who
was born by vaginal delivery. She had never undergone an
instrumental pregnancy termination or intrauterine device
insertion, which might lead to uterine perforation. She had no
history of amenorrhea or abnormal vaginal discharge. Her
initial diagnosis was upper gastrointestinal hemorrhage, but this
was changed when bile was observed in the nasogastric tube
after which the patient developed exsanguinating hematochezia
and severe hypotension requiring 11 units of packed red cell
transfusion for stabilization. Soon after, she was transferred to
a tertiary care center.

+e patient’s blood pressure was 70/40mmHg, and her
pulse rate was 120 beats/min.+e abdominal examination was
unremarkable. +e per-rectal examination revealed excessive
bleeding without any discernible cause. +e laboratory tests
showed a hemoglobin level of 6.3 g/dL and a platelet count of
28×103/µL. Owing to the unstable condition of the patient, an
emergency exploratory laparotomy was conducted in order to
localize and control the bleeding. During the laparotomy,
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blood was found in the peritoneal cavity and a segment of the
ileum attached to the fundus of uterus (Figure 1(a)). +e
intraluminal content was palpated in the adhered ileal segment
(Figure 1(b)). An enterotomy revealed a fetus 7.5 cm in crown-
rump length and fresh blood in the ileal lumen (Figure 1(c)).
+e placental tissue had implanted at the fundal dome of the
uterus and eroded into the small bowel (Figure 1(d)). A
segmental small bowel resection was performed along
with reanastomosis. +e placental tissue was removed by
way of a wedge resection of the uterine wall. +e patient
had an uneventful postoperative course and was discharged
on postoperative day 7.

Histologic examination of the resected specimens later
con1rmed the diagnosis of an abdominal pregnancy which
included a male fetus of 4 months’ gestational age (Figure 2),
normal cord, subserous uterine myoma, and submucosal
hemorrhage in the small intestine.

3. Discussion

A case of acute massive lower gastrointestinal hemorrhage,
caused by an abdominal pregnancy that ruptured into the
small intestine, is discussed. +is is a rare gynecologic
condition, considered to be an underlying cause of rectal
bleeding, and is usually misdiagnosed, resulting in delayed
treatment. Due to the rarity of the condition and the as-
sociated high mortality of abdominal pregnancy, despite
having a high index of suspicion, it is not possible to di-
agnose the condition before surgery.

Lower gastrointestinal hemorrhage is de1ned as bleeding
originating distal to the ligament of Treitz. Typically, massive
bleeding is thought to require more than 3 to 5 units of blood
transfused over 24h. Although LGIH can occur at any age, the
disease presentation for adults trends to be diverticular bleeding,
inEammatory bowel disease, or neoplasm, and with advancing
age, bleeding from an arteriovenous malformation, diverticular
bleeding, or neoplasm [16]. +e other common causes of LGIH
are ischemic colitis, postpolypectomy bleeding, hemorrhoids,
and stercoral ulcer.

We searched for reports on intestinal hemorrhage
associated with ectopic pregnancy and found only 13 cases
(Table 1). +e site of the ectopic pregnancy was not identi1ed
in the 1rst two reported cases. +e 1rst [3] was a case of
a syphilitic woman sixmonths pregnant, dying of hemorrhage
and suddenly passing bloody stool containing fetal bones, and
the second [4] was a case of rectal hemorrhage, proven at
autopsy to have arisen from an ectopic gestational sac rupture
into the sigmoid colon. +e other 11 reports in the literature
identi1ed the implantation sites; for most of which (six cases)
the implantation site was at the uterine cornu—that is, in-
terstitial pregnancies, accounting for 1% of tubal pregnancies
[13]. +e literature indicated that the ectopic gestational sac
usually ruptured into the ileum in cases of interstitial preg-
nancy. Four of the 13 cases were abdominal pregnancies, and
the implantation site was usually situated at the uterine serosa
and typically ruptured into the large intestine. +e remaining
case was a tubal ectopic pregnancy that ruptured into the
sigmoid colon.

Table 1: Reported cases of intestinal hemorrhage associated with ectopic pregnancy.

Author Reported
year Patient Site of ectopic pregnancy Location of placental

erosion
Gestational age

(weeks)
Maternal
outcome

Fetal
outcome

Armstrong [3] 1835 NA NA NA 24 Dead NA
Edgar [4] 1901 NA NA Sigmoid NA Dead NA

Clark [5] 1932 Female,
25 years Left interstitial Sigmoid 6 Alive Dead

Webster and
Kerr [6] 1956 NA Right interstitial Appendix and ileum NA Dead NA

Engel [7] 1961 NA Left interstitial Ileum NA Dead NA

Shirkey et. al. [8] 1964 Female,
38 years Left interstitial Ileum NA Alive Dead

Bigg et al. [9] 1965 Female,
19 years Right interstitial Caecum NA Alive Dead

Bornman et al. [10] 1985 Female,
29 years

Abdominal (posterior wall
of uterus) Sigmoid 34 Alive Alive

Seow et al. [11] 1992 NA Abdominal Caecum NA NA NA

Verma et al. [12] 1996 Female,
38 years Left fallopian tube Sigmoid 4–8 Alive Dead

Warshal et al. [13] 1996 Female,
36 years Right interstitial Ileum 12–16 Alive Dead

Saravanane
et al. [14] 1997 Female,

30 years
Abdominal (pouch

of Douglas) Rectum 14 Alive Dead

Ekwaro et al. [15] 2004 Female,
26 years

Abdominal (fundus
of uterus) Sigmoid NA Dead Dead

Present study 2017 Female,
32 years

Abdominal (fundus
of uterus) Ileum 16 Alive Dead
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All types of ectopic pregnancies result in high maternal
mortality, caused by delayed treatment of life-threatening
hemorrhages. It is estimated that a woman with an ab-
dominal pregnancy is 90 times more likely to die compared
to a woman with an intrauterine pregnancy [17]. Histori-
cally, lack of knowledge of the condition was associated with
mortality of the mother. Even today, the fetus almost always
dies in ectopic pregnancies, although we did 1nd one case of
an abdominal pregnancy that presented as massive rectal
bleeding, where both the mother and neonate survived [10].

+e abnormal implantation site of an ectopic pregnancy
leads to denigration of the trophoblastic tissue [13], which
grows by invading the adjacent structures that are prone to
the implantation site where there is greater blood supply. +e
communication of the intestinal tract with the ectopic ges-
tational sac is called an enteroamniotic 1stula, which follows
the villous invasion of the bowel wall. When the gestational
sac approximates to the intestine, there is an inEammatory
reaction and an infection develops, resulting in a 1stula. +e
vascularized gestational structures are aggravated by infection
and villous invasion of the adjacent vascular structures,
leading to massive hemorrhage [8]. +e terminal ileum,
sigmoid colon, and caecum are the parts of the gastrointes-
tinal tract that are usually involved [14]. +e small intestine is
associated with interstitial and not abdominal pregnancies,
which are usually associated with invasion of the large in-
testine. We have thus presented the 1rst case of a ruptured
abdominal pregnancy into the small intestine, which caused
massive lower gastrointestinal hemorrhage.

Attending physicians need to be aware of the possibility of
a 1stula between the ectopic gestational sac and the bowel in
any pregnant woman who presents with obscure intestinal
hemorrhage, and to initiate prompt surgery. Although women
with ectopic pregnancy frequently have no identi1able risk
factors, a prospective case-controlled study revealed that in-
creased awareness of ectopic pregnancy and knowledge of the
associated risk factors help to identify women at higher risk and
early diagnosis. In our case, we did not consider this condition
initially but performed an emergency surgery after massive
blood transfusions. During laparotomy—in order to control the
bleeding and to prevent intraabdominal abscess formation or
peritoneal sepsis—we resected the infected 1stula, a segment of
the small bowel, the wall of the involved uterus, and the ectopic
fetus and placental tissue. After recovering from the surgery, the
patient was discharged without any major morbidity.

(a) (b)

(c) (d)

Figure 1: Photographs of intraoperative 1ndings. (a) Exploratory laparotomy showing the adherence between the ileum and uterine fundus.
(b) +e intraluminal ileal mass palpable near the adherence site. (c) +e opened ileum revealing a dead fetus. (d) Photograph showing the
placenta in the uterus after detaching the ileum from the uterine fundus.

Figure 2: Photograph of the dead fetus.
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In conclusion, abdominal pregnancy is a rare life-
threatening condition requiring prompt treatment.+is is the
1rst report of an abdominal pregnancy that ruptured into the
small intestine with a good outcome.

Ethical Approval

+is study was approved by the Institutional Review Board,
IRB (HE601262), Khon Kaen University.

Conflicts of Interest

+e authors had no conEicts of interest regarding publi-
cation of this paper.

Acknowledgments

+e authors thank (a) the patient and her family for per-
mission to share the case, (b) the support from the Faculty of
Medicine, Khon Kaen University, (c) Mr. Dylan Southard for
editing suggestions, and (d) Mr. Bryan Roderick Hamman for
assistance with the English-language presentation of the
manuscript under the aegis of the KKU Publication Clinic.

References

[1] L. L. Strate and I. M. Gralnek, “ACG clinical guideline:
management of patients with acute lower gastrointestinal
bleeding,” American Journal of Gastroenterology, vol. 111,
no. 4, pp. 459–474, 2016.

[2] N. Agarwal and F. Odejinmi, “Early abdominal ectopic
pregnancy: challenges, update and review of current man-
agement,” Obstetrician & Gynaecologist, vol. 16, no. 3,
pp. 193–198, 2014.

[3] J. Armstrong, “Anomalous case of ectopic pregnancy in
a syphilitic patient; discharge of fetal bones by the rectum,”
London Medical Gazette, vol. 16, pp. 51-52, 1835.

[4] J. Edgar, “Ectopic gestation with formation of large hema-
tocele and secondary rupture into upper third of sigmoid
Eexure,” Glasgow Medical Journal, vol. 56, pp. 143-144, 1901.

[5] S. G. Clark, “Ectopic pregnancy complicated by rupture into
the intestine,” Journal of the American Medical Association,
vol. 99, no. 15, pp. 1253-1254, 1932.

[6] A. Webster and C. H. Kerr, “A case of interstitial tubal
pregnancy with rupture into the bowel,” American Journal of
Obstetrics and Gynecology, vol. 72, no. 2, pp. 430–432, 1956.

[7] G. Engel, “Verblutungstod durch perforation einer intra-
muralen graviditat in den dunndarm,” Münchener Medi-
zinische Wochenschrift, vol. 103, p. 1726, 1961.

[8] A. L. Shirkey, D. C. Wukasch, G. B. Matthews, A. C. Beall Jr.,
and M. E. DeBakey, “Profuse hemorrhage from ruptured
ectopic pregnancy: report of a successfully treated case and
review of the literature,” Annals of surgery, vol. 160, no. 5,
pp. 839–843, 1964.

[9] R. L. Bigg, C. Jarolim, D. D. Kram, and H. E. Bessinger,
“Ruptured interstitial pregnancy causing massive rectal
bleeding,” Archives of Surgery, vol. 91, no. 6, pp. 1021-1022,
1965.

[10] P. C. Bornman, J. S. Collins, M. J. Abrahamson, and
N. H. Gilinsky, “Live abdominal pregnancy presenting as
massive rectal bleeding,” PostgraduateMedical Journal, vol. 61,
no. 718, pp. 759-760, 1985.

[11] C. Seow, H. S. Goh, and C. S. Sim, “Massive bleeding per
rectum from a caecal pregnancy,” Annals of the Academy of
Medicine, Singapore, vol. 21, no. 6, pp. 818–820, 1992.

[12] G. R. Verma, R. Kochhar, and A. Rajwanshi, “Ectopic preg-
nancy presenting as lower gastro-intestinal hemorrhage,”
Indian Journal of Gastroenterology, vol. 15, no. 4, p. 151, 1996.

[13] D. P. Warshal, P. J. Fultz, A. E. Dawson, G. Del Priore, and
B. DuBeshter, “Interstitial pregnancy complicated by rectal
bleeding,” American Journal of Obstetrics and Gynecology,
vol. 175, no. 5, pp. 1373–1375, 1996.

[14] C. Saravanane, S. R. Smile, S. S. Chandra, and S. Habeebullah,
“Rectal bleeding: a rare complication of abdominal preg-
nancy,” Australian and New Zealand Journal of Obstetrics and
Gynaecology, vol. 37, no. 1, pp. 124-125, 1997.

[15] L. Ekwaro, P. M. Kizza, G. Nassdi, and J. Lubega, “Ectopic
pregnancy: an unusual cause of lower GIT bleeding. A case
report,” East and Central African Journal of Surgery, vol. 9, no. 1,
2004, http://www.ajol.info/index.php/ecajs/article/view/137205.

[16] T. Raphaeli and R. Menon, “Current treatment of lower
gastrointestinal hemorrhage,” Clinics in Colon and Rectal
Surgery, vol. 25, no. 4, pp. 219–227, 2012.

[17] G. Masukume, “Live births resulting from advanced ab-
dominal extrauterine pregnancy, a review of cases reported
from 2008 to 2013,” Webmed Central Obstetrics and Gynae-
cology, vol. 5, no. 1, p. WMC004510, 2014, http://www.
webmedcentral.com/.

4 Case Reports in Surgery

http://www.ajol.info/index.php/ecajs/article/view/137205
http://www.webmedcentral.com/
http://www.webmedcentral.com/

